W La Revue canadienne de psychiatrie, vol 53, no 5, mai 2008 294
T he challenges posed by chronic illnesses are especially pertinent to mental health care, as the prevalence and costs of chronic mental illness are growing and a clear perspective on their management is lacking. 1 Chronic mental illness includes schizophrenia and related disorders, bipolar disorder, and depression with psychotic features. Schizophrenia is the most frequently diagnosed disorder among patients with severe mental illness, affecting 1% of the Canadian population. Though the incidence is low, the prevalence is high owing to lifelong chronicity. Globally, nearly 3% of the total burden of human disease is attributed to schizophrenia. 2 In addition to persons with schizophrenia, many others are disabled by serious mental illnesses. Based on data from the National Comorbidity Study, Wang et al 3 estimated that 5% of the US population is so affected. The cooccurrence of substance use disorder and severe mental illness, although frequently underdetected, is most common and clinically significant, affecting between 15% and 60% of individuals. 4, 5 In the past decades, better knowledge was acquired of the services that can help people with severe mental illness to lead satisfying lives. The evidence, taken in its entirety, points to the value of treatment approaches combining specific pharmacological treatment with specific psychosocial treatments, including psychological interventions (particularly cognitivebehavioural therapy), family interventions, supported employment, assertive community treatment, integrated treatment for dual disorders, and skills training. 6 Studies also suggest that the provision of mental health care for patients with severe mental illness demands a better integration of treatment, rehabilitation, and support services at the clinical team level. Integration at this level can increase the effectiveness for patients with severe mental illness, while treatment integration at the organizational or system level seems less promising in terms of clinical effectiveness. 7 Despite this growing evidence base, the gap between what works and what is provided in routine mental health setting is still large, owing to various barriers. 8 Although guidelines for the treatment of schizophrenia and bipolar disorders are available in many Western countries, they have only marginally incorporated recommendations concerning psychosocial interventions and effective community treatment approaches. 9 Widespread implementation of evidence-based care models for people with severe mental illness has generally failed until now. 10 Patients experience problems at a system level, such as separate administrative divisions and funding pools and arbitrary service divisions, leading to fragmentation of services, nonadherence, and dropout from treatment programs. This is especially the case for severely mentally ill patients with a comorbid substance abuse problem. 4, 5 There is a large body of research on how to implement guidelines and care models in routine daily practice, mainly from outside mental health care settings, which has provided relevant insights. Education targeted at consumers or health professionals is not always effective at changing health care practices and improving patient outcomes. In most cases, multifaceted strategies are needed, incorporated in a longer time multi-level approach, targeting patients, professionals, financing and regulatory systems, and care organizations. [11] [12] [13] Further, implementation experts believe that tailoring of guidelines and care models to individual and locally relevant organizational factors is needed. 14 For instance, in some settings it may be most helpful to set up multidisciplinary teams of care providers, while in other settings a specific treatment may have to be provided in another place, for example outside the hospital. There is no single solution to all implementation problems; however, it can be instructive to learn from experiences in other settings. While our general knowledge on effective transfer of evidence to practice is growing, there is less information on these issues in the area of specialized mental health care.
This article reviews the research evidence on organizational changes, aiming to improve evidence-based care for patients with severe mental illness. We focused on systematic reviews because they have a lower risk of biased results, compared with individual studies, even if these were RCTs. 15 In a recent review of reviews, focusing on various health care settings, numerous organizational changes were found to improve professional performance, patient outcomes, and efficiency of services in many health care settings. 16 We wondered whether such interventions would also be effective in the care for severe mental illness. 17 A taxonomy of existing organizational interventions was used (Box 1). Three reviewers independently assessed the eligibility of studies, based on a screening of titles and abstracts. All selected reviews were appraised by 2 reviewers independently, using a structured data extraction form containing questions about the focus of the review, the search strategy, the methodological quality, and the main results. The form also contained 6 quality assessment questions that focused on the reviews information about the search strategy and the intended assessment and analysis of the eligible articles. We based these 6 questions on those used in other reviews of reviews (Box 1). We valued each quality question as follows: a positive answer received 1 point; a cannot tell or partial answer received 0.5 points; and a negative answer received 0 points. We added up the total number of points for each of the 6 questions to calculate the total score for each review. Substantial differences of opinion among reviewers throughout the process were resolved by returning to the relevant literature and by discussion. The studies were ordered and described according to 6 broad categories of strategies for organizational change, looking at the most important characteristics of the organizational change that was implied (Box 2). Where possible, effect size were expressed in terms of average effect size, odds ratio, relative risk (categorical outcome data), weighted mean difference, standardized mean differences (for continuous data), number needed to treat, or percentage of studies with improvements. In case of a metaanalysis, a significant effect or a nonsignificant effect was recorded. Where quantitative summary measures of effectiveness were not performed, the range of effects across studies was used.
Method

Results
Description of Studies
A total of 21 reviews were included. 4, 5, [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] The most relevant reasons to exclude papers were that they did not: focus on severe mental illness, study an organizational change, or have a method section describing their review methods. Of the included reviews, 17 reviews scored 4 to 6 points regarding methodological quality. Four articles received a lower score, owing to a lack of information on all our quality criteria. Almost all reviews included only controlled trials or RCTs. Six reviews did not find any eligible studies. We still included these in our review and assessed their search strategy and the quality of the intended assessment procedures · Integrated care services: organized systems for care delivery to patients with specific diseases, who receive care according to a protocol, which covers the spectrum from screening to education, treatment, and monitoring. Also labeled as disease management programs or integrated care pathways. Case management has been included in this category. · Knowledge management: optimal organization of knowledge within an organization. In practice, it mainly refers to the use of information and communication technology to support patient care, such as computerized medical record-keeping. · Quality management: a group of approaches characterized by a focus on customers, continuous efforts to improve, performance measurement and supportive leadership and culture. Total quality management, continuous quality improvement, and business redesign are included in this category. described. 19, 20, 24, 25, 27, 33 The maximum number of studies included in a single review was 26. The mean number of studies per review was 11, excluding the reviews with no studies.
Effectiveness of the Revision of Professional Roles
One review was included in this category but found no eligible studies ( Table 1 ). The review aimed to assess several strategies including the role of nurses prescribing medication.
Effectiveness of Multidisciplinary Teams
Seven reviews were included in this category ( Table 2) . Three reviews assessed a well-defined and -researched multidisciplinary team approach, namely, the ACT program. 18, 21, 28 The main goal of ACT is to prevent hospitalization in patients at risk for relapse through provision of comprehensive integrated community services. 18 The model prescribes that patients are assigned to one multidisciplinary team with a fixed caseload and a high staff to patient ratio that enables more intensive contact. It delivers all services when and where needed by the patient, 24 hours a day, 7 days a week. Most ACT programs that were investigated appear to adhere to some degree to the standards for ACT care processes and professional behaviour, but also deviate from the specifications in some way. 28 Although a lot of research on ACT exists, active ingredients of these programs have not been identified so far. The positive effects could be due to improved medication compliance, continuity of caregivers, 24-hour coverage, site of and intensity of services, or a combination of these elements. 18 One review actually found a reduced time spent in hospital and improved housing stability but modest effects on functioning, and different results on cost savings. 18 This review showed that programs that more closely resemble the original ACT model tend to have a more reliable effect on hospitalization. More recent studies tend to show no differences among study groups, potentially as a result of enriched packages of high-quality clinical case management as control conditions. Another review looked at the effect of ACT on a subpopulation of homeless mentally ill individuals and found significant improvements in rates of homelessness and levels of psychiatric symptom severity. No differences were found in reducing hospitalization for this population. 21 Another review looked at employment outcomes and found the ACT model to be superior than usual treatment. 28 The studies that did not include a vocational specialist were more mixed in their results, suggesting that a vocational specialist may have a positive impact on outcomes.
Multidisciplinary community mental health teams are widely recognized generic care teams offering a range of interventions. Although they have a much lower profile than the assertive community teams, one review found that they show positive effects on deaths, leaving care early, hospitalization, and costs. 34 Another multidisciplinary team approach consists of early intervention for patients with prodromol symptoms or patients with first episode psychosis. Teams provide integrated care and are considered alternatives to standard psychiatric care. One review showed that, owing to insufficient data, there was little evidence to support the introduction of either specialized teams or standard care for this patient group. This might change in the near future, as several large studies are still ongoing. 31 Collaboration among general practitioners and specialists in multidisciplinary teams in improving functional outcomes for chronic mentally ill patients was investigated in 2 small studies included in one of the reviews. 32 The studies showed a modest positive impact that did not occur in physically chronically ill patient groups. The arrangements with the general practitioner consisted of monthly case-conferencing and regular consultations with an outpatient-based team. 32 One review looked at the effects of involving patients as employees in service delivery teams, mostly as case managers. 35 Current or former users of mental health services owing to serious mental illness were added to the professional team. They received training, support, and payment to learn necessary organizational and interpersonal skills. Some studies indicated benefits for clients of user employees, such as improvement in quality of life, social functioning, and burden to the family. No serious disadvantages were found.
Effectiveness of Integrated Care Services
Eight reviews assessing integrated care services were included ( Table 3) .
Integration of Mental Health and Housing
Services. Supported housing schemes involve self-contained apartments located in a shared building or site with office-based professional workers available during office hours to support tenants, to maintain the tenancy, or to prevent homelessness. One review aimed to assess the effectiveness of supported housing schemes for people with severe mental illness living in the community but did not find eligible studies. 20
Integration of Vocational Rehabilitation and Mental Health
Services. Two reviews focused on programs integrating treatment and approaches to improve the employment status of people with severe mental illness. 37 Models entitled Prevocational Training, Supported Employment, and a modification of the latter model, namely, Individual Placement and Support, were assessed. In Prevocational Training, participants undergo a period of preparation, such as working in a sheltered environment or receiving some form of preemployment training, before they are encouraged to seek competitive employment. Supported Employment is a place-then-train approach that attempts to place clients immediately in competitive employment, with less than a month of preparation. Patients then receive on-the-job training. A modification of the Supported Employment program is the Individual Placement and Support model. This model is usually integrated within mental health settings so that participants have access to health care providers and vocational specialists. The treatment team collaborates with the participants' coworkers and supervisors. Both reviews found that Supported Employment programs, including Individual Placement and Support, are superior to conventional types of rehabilitation. 36 Prevocational training was not found to be superior to standard care. Owing to methodological limitations, little evidence was found that vocational programs improved symptoms, quality of life, or social functioning. 37 Integrated Services for Dual Diagnoses. Three reviews looked at integrated services for dual-diagnoses patients. 4, 5, 23 One review looked into the effects of integrated and nonintegrated treatment programs within psychiatric care, as opposed to standard psychiatric care. One of the 6 included studies compared the ACT model with any other integrated care model. No evidence was found that integrated care produced better or worse outcomes. 5 Another review of integrated care for dual-diagnoses patients included studies that explicitly assessed the impact of organizational and structural changes. These studies focused on mental health and substance abuse clinicians as joint members of the same ACT team, without specifying the clinical intervention given by these teams. 23 The review reported mainly positive effects on patient outcomes; no outcomes at the level of professional practice were reported.
Because dual diagnoses are associated strongly with unstable housing and homelessness, residential programs have emerged as a popular intervention strategy. A third review investigated the effects of integrated residential programs for people with dual disorders, looking at the effects associated with different levels of integration. 4 Among 10 controlled studies, all with major methodological difficulties, 9 suggested positive effects of residential dual-diagnosis programs that integrate and modify mental health and substance abuse treatment approaches. Greater levels of integration were associated with better engagement and retention in treatment. The specific structures and components of the programs varied among the studies and little can be said about which are most effective. 4
Integration of Psychiatric and Medical Services in General
Hospital. One review aimed to assess the impact of integrated care for mothers with a perinatal psychosis and their child. Mother and baby units are common in the United Kingdom, but no RCTs could be found that suggest the efficacy of this type of care, compared with inpatient care for mothers without any attachment to a mother and patient unit. 27 Another review assessed the evidence for the benefits of open general medical wards to treat people with psychosis, compared with specialist psychiatric units. This model, requiring the integration of psychiatric treatment procedures into services provided by nurses and doctors of conventional hospital wards, can be especially relevant to countries with limited psychiatric inpatient care.
No studies met inclusion criteria. 25
Effectiveness of Knowledge Management
No reviews were included in this category.
Effectiveness of Quality Management
One review assessed the value of outcome measurement and needs assessment tools in everyday routine care and the feedback they provide to clinicians and clinical teams in improving the management and outcome of patients with schizophrenia and related disorders. Although in the United Kingdom numerous policy initiatives are aimed at the introduction of outcomes measurement tools, no RCTs were found on this topic ( Table 4 ).
Effectiveness of Changes in Setting of Care Provision
We found 4 reviews on these types of changes (Table 5) .
Day Hospitals and Day Centres. Two reviews looked at the impact of day hospitals or day centres as alternatives to outpatient care. 19 One review focused on day care centres, psychiatric day hospitals offering continuing care to patients with severe mental disorders. 29 Day centres were not superior to outpatient care in terms of engagement with care, admission rates, clinical outcomes, patient satisfaction, or costs. A second review unsuccessfully looked for RCTs of nonmedical day centres, offering long-term support for the chronically ill, as an alternative to outpatient departments and day hospitals run by health professionals. 19 The authors suggest that British policy-makers' recent emphasis on this type of day care is not matched by robust evidence concerning their effectiveness in meeting clinical and social needs.
Changes in Acute Care Setting. Two reviews investigated different forms and settings of care for people with acute psychiatric problems. 30 Marshall found 9 studies showing better patient outcomes of psychiatric day hospitals, compared with acute inpatient care, at probably lower costs. The number of days in hospital are the same; however, patients spend more of these days in the cheaper day facility. Another review studied the effect of crisis intervention at home, compared with in hospital. 26 Crisis intervention was not investigated in a pure form but integrated in a package of community care. The authors suggest that a well-organized team, using a crisis intervention ethos, may provide care that is more acceptable to patients and their families and less burdensome for the families than if the individual was admitted to standard hospital care. The authors conclude that crisis intervention at this moment is widely implemented without good evidence.
Discussion
Main Findings
The goal of this review was to provide an evaluation of the effectiveness of organizational strategies aimed at the transfer of evidence to practice and at improving care for patients with severe mental illness. We also intended to provide recommendations for mental health practitioners. We found 21
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In Review
Potentially relevant articles identified and screened on the basis of title and abstract (n = 662) Articles excluded: did not meet inclusion criteria on design, problems, setting, or intervention (n = 624) Articles retrieved for more detailed evaluation (n = 38)
Articles excluded: did not meet inclusion criteria on description of methodology, patient category, or intervention (n = 14)
Total number of articles included in review (n = 24)
Total number of studies included in review (n = 21)
Figure 1 Flow chart of included studies
systematic reviews published during 2000 to 2007 and analyzed them according to an existing framework for organizational change strategies. 17 We assessed the overall quality of the reviews as moderately good. Only 2 reviews allowed observational designs to be included; 13 reviews restricted their study to RCTs. Summarizing, our main findings were:
There is a fairly good body of evidence in the field of severe mental illness care that shows that organizational change leads to improved patient outcomes. Most evidence referred to changes in multidisciplinary teams, integrated care services, and changes in service setting. Specific organizational models have been particularly well elaborated and shown effective in terms of patient outcomes, such as Assertive Community Treatment, Supported Employment, and Community Mental Health Teams.
Conversely, specific organizational change strategies, such as revision of professional roles, knowledge management (better use of information technology), and quality management (continuous quality improvement, performance measurement), have not been included in systematic reviews of RCTs. Therefore, it is therefore difficult to assess their impact.
The studies focused mostly on patient outcomes, a few also on cost-effectiveness. Consequently, measures of professional and organizational performance were hardly studied, so that the implementation processes remained a so-called black box. Therefore, it is difficult to provide guidance to health professionals, managers, and policy-makers regarding how to implement a specific organizational model in their daily work environment.
Limitations
Although we searched systematically in various databases, relevant publications might have been missed. Our review contained only recent reviews of organizational interventions; earlier work has not been assessed. However, a screening of the older review literature gave us the same impression: health services research in severe mental illness has mainly focused on different models of case management, integrated care, or multidisciplinary care teams. Apart from older reviews, we also missed the nonreviewed literature on quality improvement strategies.
As for the analysis of included studies, we focused on the most important findings of each review, but inevitably this implies that other results were ignored. Also, we have no clear impression of the overlap in studies across the reviews. We observed that many studies and reviews did not report on professional or organization performance, although it was likely that these had changed if the intervention improved patient outcomes. This implies that our insight into the behavioural and organizational processes, which led to improved patient outcomes, remained very limited.
Implications for Practice and Research
In this review, we looked at existing research from a knowledge transfer or quality improvement perspective. Our first finding affirms the work of other authors, 7 that organizational models directed at better multidisciplinary team work and integration of care services can improve health outcomes for patients with severe mental illness. The strong attention given to these strategies in chronic mental illness is a logical one, as psychiatric rehabilitation by its nature is a multidisciplinary effort owing to the many competencies required for its implementation. 38 Our overview of the review literature stresses the importance for researchers, practitioners, and mental health organizations to look at the benefits of evidence-based models such as ACT and Supported Employment for their specific settings and practices. Developers of clinical practice guidelines in different countries could stimulate the implementation of these interventions by incorporating recommendations of integrated care and effective models for collaboration into the guidelines. The strength and content of these recommendations shall depend on contextual factors, such as the quality of care as usual provided and the so-called benefit trap or financial disincentives to return to work in each particular country. 39 Another finding of this review is that other implementation strategies have a smaller body of good-quality evidence. This is in line with the results of an earlier review. 16 The evaluation of strategies such as routine outcome measurement, financial incentives, the use of information technology, and patient involvement to get widespread implementation of effective treatment programs is only beginning in the severe mental illness setting. 23 There is a need for studies into these strategies, because they are initiated in all Western health care settings and much is expected of them by patients, practitioners, managers, and policy-makers.
Strategies to disseminate and implement a specific guideline, technology, or treatment program generally have mixed effects: sometimes they work, sometimes they do not. A better insight into the factors underlying this variation could help to generalize study findings to other settings and to develop more effective implementation interventions. Although we found good evidence of integrated care and multidisciplinary teams for better patient outcomes, information on professional and organizational performance as intermediate outcomes is hardly available. Many smaller qualitative studies on implementation issues have been published; however, most is of poor methodological quality. This lack of insight into the black box of implementation processes implies that managers and practitioners wanting to spread effective care models for this patient group are left in the dark when it comes to selecting effective elements of care models and to picking strategies that can lead to successful implementation.
There is obviously a need for good quality implementation research in the area of severe mental illness. RCTs are the design of choice if one wants to make robust generalizable conclusions. Other approaches can also be informative to local quality improvement projects and to practitioners who are trying to bridge the gap between their daily practices and scientific evidence, provided they use multilevel measures of implementation efforts and outcomes. 13, 40 For good-quality improvement projects and research to happen, Fixen 41 has proposed that health care providers and researchers create partnerships, set mutually beneficial implementation agendas, and create communities of practice, where the integration of innovations is facilitated. These communities of practice could function as self-sustaining learning communities. Of course, this proposal needs testing before wide-scale implementation can be recommended.
The National Implementing Evidence Based Practices Project is an example of a descriptive study that investigated the implementation of 5 psychosocial practices in the United States' chronic mental health settings. 41 Supported Employment, ACT, and integrated dual-disorder treatments were 3 of these practices. In this study, the primary outcome was professional and organizational performance in terms of model fidelity. The study looked at differences of model fidelity among the evidence-based practices and at the degree of implementation over time within each evidence-based practice. In the near future, data on predictors of successful implementation, barriers, and facilitators will be spread by the research group, so that these experiences will become useful to others.
Conclusions
This review assessed the impact of organizational strategies to improve care for people with severe mental illness. From our work, we draw 2 conclusions: · There is a fairly large body of evidence on the impact of several well-known organizational strategies used to improve care for people with severe mental illness. These strategies comprise multidisciplinary teams, integrated care, and changes in care setting. The impact of other applied strategies, such as quality or knowledge management strategies, have either not been subjected to systematic reviews or have not been evaluated in RCTs.
· There is a lack of insight in the black box of change processes and the impact of change on process and professional performance. This is hindering knowledge transfer to other settings of daily practice. The authors suggest a future implementation research agenda comprising both experimental and observational study designs, depending on the questions. The research agenda should focus on a wider range of improvement strategies and include multilevel measures, such as data about patient outcomes, the impact on professional performance (adherence to clinical guidelines), organizational performance (waiting times, continuity of care), and the reach and long-term effects of the interventions.
Résumé : Le changement organisationnel pour transférer les connaissances et améliorer la qualité et les résultats des soins aux patients souffrant de maladie mentale grave : un aperçu systématique des études
Objectif : Offrir un aperçu complet de la recherche sur les changements organisationnels visant à améliorer les soins de santé pour les patients souffrant de maladie mentale grave, et tirer des leçons des résultats pour la pratique de la santé mentale.
Méthode : Nous avons cherché les revues systématiques de la documentation publiées en anglais, de 2000 à 2007, dans PubMed, PsycINFO, CINAHL, EMBASE, et le registre central de Cochrane des revues systématiques. Trois réviseurs ont choisi et évalué indépendamment la qualité des études. Les études portant sur les changements relativement à qui dispense les soins de santé, comment les soins sont organisés, où les soins sont dispensés ont été incluses. Nous avons catégorisé les études à l'aide d'une taxonomie existante de 6 grandes catégories de stratégies de changement organisationnel.
Résultats : Un total de 21 revues a été inclus. Parmi celles-ci, 17 avaient une qualité méthodologique raisonnablement bonne. Presque toutes les revues incluaient ou entendaient inclure des essais randomisés contrôlés (ERC), 6 revues n'identifiaient pas les études qui satisfaisaient aux critères d'admissibilité. Les équipes multidisciplinaires et les modèles de soins intégrés avaient été révisés le plus souvent (un total de 15 revues). Dans la plupart des études, ces types de changement affichaient de meilleurs résultats en ce qui concerne la gravité des symptômes, le fonctionnement, l'emploi, et le logement, comparativement aux services conventionnels. Des résultats différents ont été constatés quant à la réduction des coûts. D'autres types de changements organisationnels, comme le changement des rôles professionnels ou l'introduction de la gestion de la qualité ou des connaissances, étaient révisés beaucoup moins souvent. Très peu de revues ont examiné les effets des changements organisationnels sur le rendement professionnel.
Conclusions :
Il y a un ensemble assez considérable de données probantes de l'effet positif des changements, pour des équipes multidisciplinaires et des soins intégrés, sur la gravité des symptômes, le fonctionnement, l'emploi, et le logement des personnes souffrant de maladie mentale grave, comparativement aux services conventionnels. D'autres stratégies, comme le changement des rôles professionnels, la gestion de la qualité ou des connaissances n'ont soit pas fait l'objet de revues systématiques, soit pas été évaluées dans des ERC. Il y a encore un manque de connaissance de la dénommée boîte noire des processus de changement et de l'effet du changement sur le rendement professionnel.
